
Revision: HCPA-PH-86-20 3.1-B
ATTACHMENT (BERC) 

september 1986 Page 6 b 

OKE NO. 0938-0193 


State/Territory: NEW JERSEY 

AMOUNT, DURATION AND SCOPEOF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): Dependent Children 

c. 	 Intermediate care facility services. 
- ­

-/rProvided: L/ No limitations L/ Withlimitations* 


15. a. Intermediate care facility services (other than such services
in an 

institution for mental diseases) for persons determined
in accordance 

with section 1902(a)(31)(a) of the Act, tobe in need of such care. 


- ­
1 7  Provided: r /  No limitations L/ With- limitations* 

b. Including such servicesin a public institution (or distinct part 

thereof) for the mentally retarded
or persons with related conditions. 


- ­
1 7  Provided: r /  lo limitations L/ With- limitations* 

16. 	 Inpatient psychiatric facility services for individuals under 22 years 

of age. 


Provided: No limitations With limitations* 


17. Nurse-midwife
services. 

-

-/FProvided: L/ No limitations /x/ With limitations* 

18. Hospice care (in accordance with section 1905(0) of the Act). 
- ­

1 7  Provided: L/ No limitations L/ With- limitations* 

*Description providedon attachment. 


HCFA ID: 0140P/0102A 




Revision:
HCFA-PH-86-20 (BERC) ATTACHMENT 3.1-B 
SEPTEMBER 1986 Page 6 c 

OKB NO. 0938-0193 

state/territory NEW JERSEY 

AMOUNT, DURATION AND SCOPEOF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): Aged Blind or Disabled 

c. 	 Intermediate care facility services. 
- ­

-/yProvided: r /  No limitations L/ Withlimitations* 


15. a. Intermediate care facility services (other than such services
in an 

institution for mental diseases) for persons determinedin accordance 

with section 1902(a)(31)(a) of the Act, to be in need of such care. 


- ­
-/T Provided: I/ lo limitations L/ Withlimitations* 


b. Including such servicesin a public institution(or distinct part 

thereof) for the mentally retarded or persons with related conditions. 


- ­
1 7  Provided: L/ No limitations*- limitations L/ With 

16. Inpatient psychiatric facility services for individuals under 22 years 

of age. 


- ­
-/rProvided: L/ No limitations L/ Withlimitations* 


17. Nurse-midwife
services. 

--1x7 Provided: L/ lo limitations Lq Withlimitations* 

18. 	 Hospice care (in accordance with section 1905(0) of the Act). 
- ­

-/rProvided: L/ No limitations L/ Withlimitations* 


*Description provided onattachment. 


HCFA ID: 0140P/0102A 



for 

HCFA-PH-94-7 (m) ATTACHMENT 3.1-BRevision: 

SEPTEMBER 1994 Page la 


State/Territory: New Jersey 

AMOUNT, DURATION, AND SCOPE OF serviceprovided 
MEDICALLYNEEDY GROUP(S): +regnant women . 

19. Case management services
and Tuberculosis related services 


a. 	 Case managementservices as defined in, andto the group specified in, 
Supplement 1to attachment 3.1-A (in accordance with sectfin 1905(a)(19) 
or  section 1915(9) of the Act). 

X Provided: x Withlimitations* 
Not provided. 


Special tuberculosis(T3) related services under section 1902(z)(2)(F)
of 

the Act. 


Provided: - With limitations 

X Not provided. 

20. Extended services for pregnantwomen. 
a. 	 Pregnancy-related and postpartum service8 for a 60-dayperiod after the 


pregnancy ends and for any remaining days
in the month in whichthe 60th 

day falls. 


+ ++ 
_x Provided: _X Additional coverage 

b. 	 Services for any other medical conditions that may
complicate \pregnancy. 


+ ++ 
-X Provided: 4 Additional coverage - Not provided. 

21. Certified pediatric or family nurse practitioners' services. 

X Provided: - No limitations X With limitations­-
Not provided.
-

+ 	 Attached is a list of major categories of services (e.g., inpatient
hospital, physician, etc.) and limitations on them, if any, that are 
available as pregnancy-:elated services or services any other medical 
condition that may complicate pregnancy. 

++ 	 Attached is adescription of increases in covered services.beyond
limitationsforallgroups described in this attachment and/orany 
additional services providedto pregnant women only. 

. .  
. .*Description providedon attachment. 

. - ­
- ._ 

TN No. -

Supersedes a3 Approval Date dec e 2 ls9$ Effective Date SEP 18 19% 

TN No. 




ATTACHMENT 3.1-3 
Page 7b 

State/Terr i tory:  New Jersey 

19. case management services  and tuberculosis ' related services 

a. 	 Case management services  as defined i n ,  and t ot h e  groupspecified i n .  
Supplement 1 t o  attachment 3.1-A ( i n  accordancewith section 1905(a ) (19 )  
or section1915(g) of the A c t ) .  

xx provided __ W i t h  l i m i t a t i o n s-
- Not provided. 

b. 	 Specialtuberculosis  (T3) re la tedservicesundersect ion 1 9 0 2 ( z )  ( 2 )  (7)of 
t h e  A c t .  

- provided - With limitations* 

2 not provided 

20. Extended servicesforpregnant women 

a. 	 Pregnancy-related andpostpartumservicesfor a 60-day period a f t e rt h e  
pregnancyendsand for any remaining days i n  t h e  month in which t h e  60th 
day falls 

+ ++ .aprovided 3 Additionalcoverage 

b. se rv icesfo r  any other'medicalconditionsthat may 
complicatepregnancy. -l 

+ ++ 
X provided -x Additionalcoverage - Not provided-

21. ce r t i f i ed  ped ia t r i c  o r  f a m i l y  nurse p r a c t i t i o n e r s  s e r v i c e s .  

-X provided - No limitations -X with l i m i t a t i o n s  

not provided.-
+ 	 Attached i s  a l i s t  of major categories  of s e r v i c e s  (s.~., inpatient 

hospi ta lphys ic ian ,e5c . ).andl imi ta t ions  on them, i f  a:.?, t h a t  a=? 
avai lable  as pregnancy-related services o r  se rv ices  for any other  medic.=: 
c o n d i t i o n  that may complicatepregnancy. 

++ Attached is  a descr ip t ionincreasescoveredof  in  serv ices  beyond 
l imi t a t ions  for all groups descr ibedth isin  a t tachment  and/or a:? 
addi t ional  services provided t o  pregnant women only.  

.. .. -. - .. - .. . .  

descr ipt ion provided- on attachment. 
-. --.. . - .  _ -

. ~. . . . 

. .. ~-
TN No. -

Approval DateSupersedes. Date dec * 1995 Effective 
TN No. -



-- 

-- 

s t a t e / t e r r i t o r y  New Jersey 
amount duration LSD .SCOPE OF services  PROVIDED 
medically NEEDY group(s) aged Blind and Disabled 

19. Case management se rv i ces  and Tuberculosisrelatedservices  

a .  	 Case management services  as definedin,  and t o  t h e  group specif ied i n ,  
Supplement 1 t o  attachment 3.1-A ( i n  accordancewithsection1905(a) (15) 
or section 191S(g) of the A c t ) .  

x Provided: With l i m i t a t i o n s-

- Net provided 

provided : - With l i m i t a t i o n s-
-x not provided. 

20. extendedservicesforpregnant women 

a. 	 Pregnancy-related and postpartumservicesfor a 60-dayperiod after the 
pregnancyendsand f o r  any remaining Cays i n  t h e  month in which the 60th 
day falls. 

+ +­
-x provided -x additional coverage . 
b. 	 services  for any othermedicalconditions t h a t  may

complicatepregnancy 1 

+ +- ,
2 provided 2 addi t ional  - Not providedcaverage 

+ 	 Attached is a list of major categories  of s e r v i c e s  (z.;., inpatient
hosp i t a lphys ic i an ,  etc and l imi ta t ions  onthem, if any that are . .avai lable  as pregnancy-=elated services or se rv ices  fo r  2:;; other medical­
condi t ion  tha t  may complicatepregnancy. 

++ Attached is a desc r ip t ion  o f  i nc reasescove redin  se rv ices  beyond
fo r  all groups desc r ibedth i sl imi t a t ions  in  a t t achmen t  and/or c y  

addi t ionalservicesprovided to pregnant women only.  

. ­
. . .. . .  . .  .- _ _  - - ­

'Description provided on attachment. 
- . . .~ . - .  - -.. 

TN No. c 


SupersedesEffective Approval 
c 2 2 1995 

Date SEP 1 8  19s
Date 
TN No. 4 1-33 

. . - .. .._ , . .. . . . ~ ._ . . -e..--..- -- ... . - . .__._._ .. 



Revision: HCFA-PH-87-4 (BERC) attachment 3.1-8 
MARCH 1987 Page 8 a 

OH6 NO. 0938-0193 

State/Territory: NEW JERSEY 

amount DURATION, AM) SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): Pregnant Women 

-/T Provided: -/7NO limitations -/rWith limitations* 

-./x/ Not provided. 

23. 	 Any other medical care and any other type of remedial care recognized 

under State law, specified by the Secretary. 


a. Transportation. 

- ­

/ X I  Provided: L/ No limitations /x/ With limitations*-
b. Services of Christian Sciencenurses. 
- - ­
-/ / Provided: L/ No limitations L/ Withlimitations* 


c. Care and services providedin Christian Science sanitoria. 
-- ­

-/ / Provided: r /  No limitations 1_/ Withlimitations* 


- - ­
-/ / Provided: L/ No limitations L/ With limitations* 

e. Emergency hospital services. 

- ­

1 5  Provided: L/ No limitations E/ With limitations*-

f. 	Personal care servicesin recipient's home, prescribed in accordance 

with a planof treatment and furnished by a qualified person under 

supervision of a registerednurse. 


-
- Provided: L/ lo limitationsWith limitations* 


TM NO. ? $ - i7 
HCFA ID: 1042P/0016P 



govision: 	 HCFA-PM-87-4 (BERC) 
march 1987 

/rcl lot provided. 

23. 	 Any other medical care and any other type of remedial c a m  recognized 
under State law, specified by the Secretary. ._ 

a. transportation 
- - ­u/ Provided: r/ Yo limitations &/ with limitation.* 

b. 	 Services of Christian Science nurses.  
- - ­
-/ provided // -/ Vo limitations L/ with limitationst 

c. 	Care and services provided in Christian science sanitoria 
- - ­
-/ / Provided: i/ No limitation. r /  with llmitations* 

d. 	Skilled nursing facility servicesprovided for patients under21 years 

of age. 

- - ­
- Provided: r /  lo limitations L/ Withlimitations* 


e. 	emergency hospital services. 
- ­

/J/ Provided: r/ lo limitations UTi with limitations* 

f. 	Personal care services in recipients horn., prescribed in accordance 
with a plan of treatment and furnish06 by 8 qualified person under 
supervision of a registered nurse. 
- ­

/ X /- Provided: L/ Yo limitations -With limitations* 

HCFA ID: 1042P/0016P 




Pavision: 	 HCIA-PM-87-4 (BKRC1 
MARCH 1987 

I 
state/territory NEW JERSEY 

amount duration and scope OF servicesprovided 
medically needy group(s) aged blind or Disabled 

22. 	 respiratory care services (in accordance with -tion 1902(0)(9)(A) 
through (C) of the Act). 

-/X / Mot provided. 

23. 	 Any other medical c a m  and m y  other type of remedial c a m  recognized 
under State law, specified by th e  secretary 

b. 	Services of Christian Science nurses. 
- - ­

/-/ provided r/ Po limitations r /  With limitations* 
c. 	Care and services provided in Christian Science sanitoria. 
- - ­-/ / Provided: i/ No limitations L/ with limitations* 

d. 	Skilled nursing facility services provided f o r  patients under 21 y e a m  
of age. 
- - ­

/ / Provided: r /  Yo limitations L/ with- limitations* 

e. emergency hospital services 

- .  - ­

1x1 Provided: r/ Yo limitations a/ with- limitations* 

f. Personal care sewices in recipient's home, prescribed in accordance 
with a plan of treatment and furnished by a qualified person under 
supervision of a registered nurse 

2 HC?A ID: 1042P/0016P 



Page 9 


State/Territory: New J e r s e y  

24. 	 Home and Community Care for Functionally Disabled Elderly Individuals, as 
defined. described and limited in Supplement 2 to Attachment 3 . 1 - A ,  and 
Appendices A-G to Supplement 2 to Attachment 3.1-A. 

Provided Not Provided
-

TN No. 

Supersedes Approval Date AUG i 5 1934 Effective Date APR 1 - 1991 

TN No. 




ATTACHMENT 3.1-8 
Page 9 a 

State/Territory: new jersey 

MOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
medically NEEDY group(s) pregnantwomen 

24. 	 Home and Cornunity C u e  f o r  Functionally Disabled Elderly Individuals, as 
defined, described and limited in Supplement 2 to Attachment 3.1-A, and 
Appendices A-C to Supplement 2 to Attachment 3.1-A. 

- provided J- Not Provided 

25. 	 personal care services furnished to an individual who is not an inpatient 
or resident of a hospital nutring facility, intermediate care facility
for the mentallyretarded, or institution for mental diseasethat are ( A )
authorized for theindividual by a physician in accordance witha plan of 
treatment, (B) provided by an individual who is qualified to provide such 
service. and who is not a member of the individual's family, and ( C )
furnished in ahome 

-x Provided: x State Approved (Not Physician) Service Plan Allowed 
J Services Outside the HomeAlso Allowed 


-x Limitations Described on Attachment 

- Not provided. 

TN NO. -
Approval Date feb 1 4 t996 Effective Date OCT 1 - 1994 


